DR. GEORGE E. SHAMBAUGH presented a patient from whom he had successfully removed a singer's nodule from the vocal cord. The patient was a clergyman, and had been troubled with hoarseness for about three months, which interfered very much with his speaking voice. The nodule was about the size of a pinhead and was located on the usual spot for these nodules, that is, at the junction of the anterior with the middle third of the vocal cord.
Dr. Shambaugh showed the instrument which he has used hi several cases to remove these nodes. The ordinary for ceps are entirely too clumsy for this work, and the use of cau terizing substances is obviously dangerous.
Such nodules often develop rather quickly, as illustrated by a public speaker whose voice became affected during a re election campaign, and in another case cited, where the de fect had followed the excessive use of the voice during a football game.
There is a tendency for the nodes to disappear spontaneous ly, but very often they will persist indefinitely until removed in an operative way.
Case of Frontal Sinusitis and Ethmoiditis With an External Fistula.
DR. SHAMBAUGH also showed a case of a young lady who was referred to him because of a fistula about one-quarter of an inch above the inner canthus of the eye, which had ex isted for seven weeks. The development of the fistula fol lowed six weeks of severe headache, which had been treated as a frontal neuralgia. She gave as the cause of her trouble an accidental kick from a child's shoe six weeks before her headache developed. The maxillary sinus on that side was quite dark. Both frontal sinuses were small, as was shown by the X-ray plate, and the transillumination, for this reason, gave very little difference on the two sides. A removal of the middle turbinate body and exenteration of the ethmoid laby rinth gave a free passage into the frontal sinus. The dis charge from the fistula ceased immediately after the opera tion, and the case went on rapidly to complete recovery.
DISCUSSION.
DR. E. L. KENYON wished to speak especially concerning the case of apparent singer's nodule mentioned by Dr. Sham baugh as coming on after scarlet fever. Ordinarily, singer's nodules are dependent upon misuse or overuse of the voice. In the case referred to a nodule appeared following scarlet fever, on the cord, but in the usual place of the singer's node. There may be important significance in this, because many years ago Frankel discovered a little gland on the cord, not regularly, but at times, which was situated between the middle and anterior third of the cord. Later, Imhofer, of Prague, in three cases of singer's nodes saw a secretion coming out from a gland in this particular region, thus confirming Fränkel's discovery. It seems that singer's nodes from this latter glandular cause are in contrast to the more usual non inflammatory" type, accompanied by a local inflammation. The local inflammation produces an inflammation of the gland, hypersecretion of the structure, and by the closing up of the duct leading outwards, a swelling on the cord is produced. That is a very important fact to know, from the standpoint of the singer. Many of the people with these nodes have voices worth many thousands of dollars, and they must be handled with extreme care. If you cauterize a node due to such a glandular inflammation, you are almost certain to prevent recovery, because you are liable to close up the duct of the gland. If you operate, you are very likely to do the same thing. Clinically, it seemed to Dr. Kenyon, that he has never seen one, to know that it was of this type, but it is stated that this particular form of singer's node has a flattish contour, and, clinically, that it almost always gets well simply by rest of the voice. The speaker thought it well to bear that fact in mind, since the case mentioned had followed a disease which could easily have produced inflammation of the vocal cords.
One must bear in mind that singer's nodes may recur, be cause the condition is due to misuse of the voice. The im portant thing is to correct the manner of handling the voice, so that the cause for the formation of the nodes shall be done away with.
DR. OTIS H. MACLAY was interested in the frontal sinus case especially, owing to the fact that it was a chronic case and was cured by intranasal work. This case would indicate what he always believed, namely, that in these cases of frontal sinus trouble it is well to do all we can intranasally before undertaking the external operation. He reported a case seen by him in which there was a large mass of pus in the forehead and a denuded area of bone. There was no external opening, but you could feel when the pus was relieved that there was bone necrosis. Good drainage was obtained through the nose. A small incision was made in the skin under gas ; the pus poured out. In a couple of days there was no drainage from the external wound. The intranasal work consisted of removal of the anterior portion of the middle turbinate and the anterior ethmoid cells, and a liberal enlargement of the nasofrontal duct.
DR. JOSEPH C. BECK said that he would interpret the X-ray picture shown by Dr. Shambaugh as indicating an ethmoiditis. It is very easily shown that the ethmoidal cells and not the frontal are involved. Removal of the turbinate and cleaning out the ethmoid would clear up the condition.
In reference to the singer's nodes, he has recently removed two by means of the suspension method, which has proven satisfactory in his hands. These nodes are very easily re moved with an instrument similar to that described by Dr. Kenyon. With such an instrument you just get the edge of the node, and it is impossible to go any deeper.
DR. CHARLES H. LONG asked Dr. Shambaugh, or anyone else who had had experience with these growths, if they had ever used fulguration ? DR. O. J. STEIN said that he had used fulguration, with no satisfaction.
DR. R. H. BROWN cited the case of a man, seventy-five years of age, who had a sinus affection similar to that in the case reported by Dr. Shambaugh. This had been discharging externally for some time. He was rather old for extensive operation ; however, some of the middle turbinate was taken away. A large polyp was found and removed, leaving the ethmoid cell from which it grew. This was followed by a good result. It was plainly a case of anterior ethmoidal cell disease. The discharge continued internally, but never broke externally again during the five remaining years of life.
DR. J. R. FLETCHER cited a frontal sinus case. About two years ago a lawyer was sent to him with an orbital abscess. The pus was coming from the upper eyelid. He had a his tory of having swelling there three or four times before, and had been under treatment for about six months. The speaker washed the frontal sinus, and asked for an X-ray picture, but the man did not seem to think it necessary. Finally, with a probe entering here (indicating), it went in such a short dis tance that he could not understand it. He probed into the frontal sinus, and could not meet the end of the other probe. He started again and went in for a short distance and met it. So he came to the conclusion that he had an ethmoidal bulla to deal with. He got absolutely nothing out of the frontal sinus two or three times. He could go a relatively short dis tance, and by bringing the probe out and going just a little behind it, he could go a much greater distance. He then washed that out with simple bluing to see whether there was actual communication, or whether he had deceived himself by finding denuded bone. The probe was a cannula. Through that he passed this ordinary bluing water, and it came out through the nose. The anterior end of the middle turbinate had been removed before he came to the speaker. He sim ply mentioned these bullae, because we must remember the two kinds-the ethmoidal bulla, which is attached to the frontal plate, and the bulla frontalis, which is attached to the cranial plate.
DR. SHAMBAUGH, in closing, stated that the instrument with which he had removed the nodes from the vocal cords was small enough to be placed between the vocal cords, as suggested in the remarks by Dr. Kenyon.
As to the question whether in the second case presented there was any frontal sinus disease, Dr. Shambaugh pointed out that because of the small sinus, the X-ray plate and trans illumination were deceptive, since neither gave any clear indi cation of frontal sinus trouble, and yet on introducing a can nula and irrigation, pus was washed out of the frontal sinus. DR. H. KAHN presented a case of brain cyst, which had been operated, and presented two points of interest: First, the long standing period of the disease; second, the help of the X-ray in diagnosing the condition. This latter point was in opposition to a statement once made by Dr. Beck, that he never had any help from the X-ray. Dr. Kahn did not know whether the X-ray was absolutely conclusive or not, but it was of great assistance in this case. The man was twenty-five years old. When nine years of age, while driving, he struck his head and apparently suffered from a fracture of the skull. He was operated for this, so he says, but no evidence of such operation could be found at the present time by the speaker. From then up to the time when first seen the man had sev eral attacks of otitis media, for which he was treated. He came to the hospital about the 3rd of December, complaining of excruciating pains in the ear and right-sided headache, and was admitted to Dr. Kahn's service. This headache was definitely located on the right side, from the back of the neck to between the eyes. Very sensitive to touch and pressure. At that time temperature was normal, pulse 72 to 76. The ear showed a small pin point opening in the inferior posterior quadrant, with pus pulsating under pressure. A paracentesis was performed, which did not seem to relieve the symptoms. The headache and pain both continued. In addition, he had a nystagmus to both sides. On washing out the ear with hot water the nystagmus was uninfluenced; cold water gave a very strong and pronounced nystagmus to the left. He was kept under observation for four or five days, when suddenly one day, while in bed, he became very cyanotic and very dyspneic; the pulse became weak and thready for a little while. When he came out of this attack the headache was very in tense on the right side. He had three or four similar attacks. Two X-ray plates were made, with hope of finding what was in the mastoid, which was thought might be at fault. The frontal view showed a sclerosis of the mastoid above and a line below, showing a large terminal cell and a dark area in the brain shadow. Those findings were verified at operation. Dr. Fletcher came in consultation at that time, and pointed out this mastoid cell. The second plate was rather difficult to read. It was taken at an angle, showing the mastoid with a black area above. A few days after these pictures were taken a radical mastoid was performed, showing the condition of the mastoid, as read in the picture by Eh*. Fletcher. The brain was exposed and a needle was inserted in an upward forward inward direction, as indicated by the dark area of the X-ray plate, and a syringeful of thin fluid was withdrawn which on culture was found negative after six days, showing no organisms at all. Differential count showed thirty-six polymorphonuclears and fourteen mononuclears; no Gram positive organisms shown. The wound was left open, and in a couple of weeks it was healed up. It was not thought wise to open the cyst at the time of the mastoid operation, for fear of infecting the brain. At the end of a month the patient returned with the same symptoms of headache, nystagmus, and so forth. After three or four days in the hospital a lateral opening was made, the bonè was drawn back, showing absolutely no pulsation of the brain. A needle was inserted, yellowish brown fluid was withdrawn, and immediately pulsation of the brain followed. On slipping back the dura the vessels of the brain were found very large and varicosed. It was impossible to make an incision into the brain without great hemorrhage. A trapdoor opening was made, about one inch by two inches, and in spite of hemorrhage the speaker introduced his finger and found the cyst to be about three by two and one-half inches in size, apparently multilocular, with a large multilocular area above. Hemorrhage was very great, so the wound was firmly packed, leaving a strip of vioform gauze for drainage. The packing was left in for twenty-four hours, when it was removed gradually, and at the end of fortyeight hours it was all out. Apparently, the patient is curedat least, up to the present time. Whether the cyst will refill or not, the speaker could not say. All the symptoms disappeared except a slight nystagmus to the right. The other symptoms have all disappeared entirely, and the patient appears to be in good health now.
The speaker forgot to say that the tuning fork showed the Weber to the left-the good ear-high tones apparently not heard ; Schwabacher not heard ; somewhat shorter Rinné.
DR. J. R. FLETCHER said the interesting point about the case to him was that it was a middle fossa abscess, which Dr. Kahn had omitted mentioning. In spite of that, the man had a nystagmus. The nystagmus was attributed to the size of the cyst, making indirect pressure upon the cerebellum. The patient had an exaggerated patellar reflex on the same side. Another important thing was that the man had had several of these attacks previously, consisting of lowering of respirations, lowering of temperature and subnormal and lowered pulse. When Dr. Fletcher first saw him the pulse was 85, respirations 14, and temperature 97°, which was prac tically normal. One other interesting feature about the case was that it was possible to make a diagnosis of latent abscess. Nothing could be seen. The speaker's idea was that sixteen years before, this man had had an abscess in the middle fossa, and that it was at present in the period of latency ; that these attacks were explained on the basis of hemorrhage into the abscess, or into the area of the cyst-which it turned out to be. Blood was found in the first puncture.
DR. J. HOLINGER asked if there was any pus shown at any time, or was the contents of the cyst or abscess not simply cerebrospinal fluid mixed with the blood ? The whole history seemed to him to be somewhat similar to one that he was much interested in. He had made a diagnosis of brain tumor from the tuning fork findings four years ago. The patient had been getting along very nicely for four years, after a decompression operation, but again had attacks of dizziness, severe headache, and her sight and hearing grew worse. A second operation had to be performed. The same flap as that used at the first operation was formed. The intracranial pressure was less than at the first operation. As soon as the flap was down, a cyst the size of a hen's egg showed, and a large amount of cerebrospinal fluid escaped. The cyst opened and it was evident then that it was the posterior horn of an enlarged lateral ventricle. The fact that Dr. Kahn's cyst was drained towards the ear does not speak against the possibility that it might have been the posterior horn. This is important on account of the therapy of the case. If this is an internal hydrocephalus, it will fill up again; it will have to be permanently drained, by inserting a small silver drain from the cyst to underneath the outer skin. The cerebrospinal fluid, which is produced in too large quantities, causes these enlargements. It will be led outside of the skull cavity and will be absorbed in the tissue outside of the skull, and intra cranial pressure cannot rise again.
DR. JULIUS GRINKER, on invitation, simply wanted to ask a few questions. First, was a lumbar puncture made, and, if so, what was the finding? Second, he would like to have an exact description, topographically speaking, of where the cyst was really found and opened. Third, is this not, after all. a meningitis serosa circumscripta, a condition which had been frequently described in connection with inflammatory condi tions of the ear?
DR. JOSEPH C. BECK wanted to say just a word with ref erence to Dr. Kahn's statement that he (Dr. Beck) had said that X-rays in mastoid cases were of no value. He believes a great deal in them. However, the round cell that was pointed out to him was, in his opinion, a broken-down mastoid cell, in contradistinction to the opposite side, which showed a num ber of cells. With reference to diagnosis of brain conditions, it was in such cases that he said that he had yet to see a plate that showed anything that could be proved by operation as an abscess. He could not see that the plates passed around by Dr. Kahn showed anything definitely. Dr. Beck is of the opinion that X-ray pictures show best when stereoscopically taken.
DR. KAHN, in closing, said that he thought Dr. Beck mis understood him. He had understood Dr. Beck to say at a meeting that he had never been helped by X-ray pictures in brain conditions. He (Dr. Kahn) had been helped somewhat, and especially in this case, because he had found the cyst in the place where the dark shadow apparently was in the plate. Of course, this was only one case.
In answer to Dr. Holinger, no pus was found in this fluid at all. It might be, of course, a lateral ventricle diverticu lum, but there was the fact to be considered that it apparently was a secondary result of the traumatism years before. One thing could be assumed as well as another. The cyst may fill up again, but it would be necessary to wait to see whether it did or not. The case was presented merely to show that it had been operated, without apparent success.
DR. HOLINGER said that so long as the wound is still open it would be a good plan to insert a drain.
DR. KAHN said he was very glad of the suggestion, and would do it.
Replying to Dr. Grinker's question: A lumbar puncture was made and was negative. As to the convolutions, he could not say. The cyst was opened, incision being made directly over the external auditory meatus, and so far as the convo lutions of the brain at the time were concerned, it was ap parently impossible to tell exactly, on account of the vari cosity of the vessels and the apparent edema about them. He did not think it could have been a circumscribed meningitis, because it was too deeply situated within the brain structure. At operation he went through an inch, approximately, into the brain structure. It was always beneath the meninges, and so he thought it would not have been of meningeal character, and must have been in the brain.
Case of Simple Mastoid Operation Under Local Anesthesia.
DR. GEORGE W. BOOT presented a little girl who had had mastoiditis, but was in too bad a condition to be given a gen eral anesthetic, and it was necessary to operate under local anesthesia, namely, one per cent novocain. She stood the operation very well, made very little complaint of pain-only when going through the soft tissues.
Thrombosis of Superior Longitudinal Sinus.
Dr. Boot also showed a specimen from a young woman who was taken sick with symptoms pointing toward suppurative otitis media.
M. H., female, aged twenty-two years, single, university student. Admitted to the German Hospital on June 3, 1911, in an unconscious condition. Patient had a cystitis on admis sion, for which she received boric acid irrigations of the blad der. Her temperature was 102°; pulse, 80; respirations, 22. On June 4th the patient was restless, crying loudly and toss ing about. She slept at intervals. Part of the time her limbs were rigid and the back of the neck painful. June 7th: 2:15 a. m., convulsion lasting seven minutes and starting in right arm. 3:10 a. m., convulsion lasting four min utes and starting in right arm. Some hiccough. 4:12 a. m., convulsion. 6:13 a. m., convulsion lasting eighteen minutes; cried before and moaned during the convulsion. 10:03 a. m., convulsion lasting seven minutes. 11:10 a. m., convulsion lasting eight minutes.
Dr. Boot saw her about noon and found the drum mem branes were not markedly reddened, but slightly so, and gave the appearance of those seen in a middle ear catarrh. Accord ingly he did paracentesis. The trouble in this case was very obscure. The patient could not talk. She would look in the direction of those in the room, but gave no sign of compre hending anything said, and made no reply.
1 Postmortem Notes.-June 10, 1911 : Body of a well devel oped young woman, said to be twenty-two years of age. Nothing abnormal was noted externally. » Only the head was opened. Before the dura was opened, the brain seemed to be unusually dark. On removal of the dura, the sinuses of the vertex, the superior longitudinal sinus, the lateral sinuses as far as the mastoid on the right side, and throughout on the left side, and the torcular, were all thrombotic, as were also all the veins of the meninges of the vertex. The thrombosis and congestion were most* marked on each side of the superior longitudinal fissure, and on the left side along the fissure of Rolando. About the middle of this fissure on the left side was a small amount of yellowish exudate in the meshes of the pia. Traces of a similar exudate were seen here and there lying alongside of large thrombosed veins. Most of the brain was firm, but lying parallel to the superior longitudinal fissure was an area about two by five centimeters that felt distinctly soft, as if it were a cavity filled with liquid. There was no evidence of disease of the mastoid. The foramen for the mastoid vein was larger than normal-about four to five millimeters in diameter. The base of the brain showed no thrombosis or exudate of any sort. After hardening for sev eral days in a ten per cent solution of formalin the brain was cut in horizontal sections. The right hemisphere showed a marked area of congestion in the frontal lobe. The left hemisphere was softened throughout the frontal and parietal lobes. The congestion was most marked in the region of the insula, and the softening most marked about the center of the white matter. The softened area showed numerous points of congested vessels. The area not con gested was a greenish yellow color, and appeared as if on the point of breaking down into pus. All the larger veins were thrombotic. The brain and dura with the thrombosed sinuses were put into ten per cent formalin solution for fur ther examination. When the brain was sectioned after hard ening it was found that .there was a large are of softening in the left hemisphere and a smaller area in the.right. It appeared as if had the patient lived a few days longer, the whole left hemisphere would have become one large abscess cavity.
DISCUSSION.
DR. ROBERTSON asked the speaker if he thought the trouble came from the ear or nose.
DR. Moor replied that, so far as he could find out, it came from neither of them.
DR. SHAMBAUGH asked if there was the fluctuating tem perature of a sinus thrombosis.
DR. Boor replied that there were no sudden falls of tem perature; no chills. The only thing to point to the source of the infection was an old cystitis. DR. C. M. ROBERTSON said that longitudinal sinus throm bosis is one of the rare things found in inflammatory condi tions in the brain. He thought that in this case it was prob ably a postmortem clot occurring near the end of the life of the patient. If she had a thrombosis of the longitudinal sinus she would certainly have been in worse condition than if she had had thrombosis of the lateral sinus, and the lateral sinus on that side would probably be thrombosed anyhow. There have been a few cases of longitudinal sinus thrombosis, but they are decidedly rare, and nearly all follow infection about the region of the cribriform.
DR. JULIUS GRINKER said that most of the cases of longi tudinal sinus thrombosis have been diagnosed in the same way as that of Dr. Boot-that is, postmortem.
DR. BOOT, in closing, and replying to Dr. Robertson, said that the changes in the brain, the softening and the hemor rhages, pointed to the thing being an antemortem affairnot a postmortem clot.
The Speech Aspects of a Case of Cleft Palate.
DR. ELMER L. KENYON presented a patient, Mr. Ε. T. B., a young man of twenty-four years, who represented the less complex speech problems of cleft palate. The lip cleft was closed in infancy, but repeated operations on the palate itself between five and seven years were unsuccessful. Not until two years ago was the palatal cleft closed, these later oper ations-but not the earlier ones-being done by Dr. T. W. Brophy, to whom the speaker was indebted for the patient. Originally, the palatal cleft did not extend backwards com pletely through the posterior border of the soft palate, but the partly intact soft palate was so short as to permit the tip of the tongue to be easily passed backwards and upwards into the nasopharynx. After closing the bony cleft the problem consisted in lengthening the soft palate. This was done by utilizing both palatopharyngei muscles and the left palato glossus. The result was a long intact palate, flexible, and dis tant at the lower border about three-quarters of an inch from the posterior wall of the pharynx. The levator palati muscles take hold well on phonation, but so high above the lower bor der of the newly constructed part of the palate as to make the application of their power in raising the palate of little effect on the newly constructed lower part. But the power demand ed for raising the lower part of the palate is much increased by the relative tightness of the lower border. Consequently, the distance of the newly made lower part of the palate to the ]x>sterior wall is not reduced on phonation.
The operative result attained was much more than one could possibly hope for, considering the shortness of the orig-inal palate, and its distance from the posterior wall. The point to be raised later concerning the result was raised not critically, but only in the hope of throwing a little additional light on the speech aspect of the surgical problem involved.
Commenting on the speech of the patient, it should first be remarked that a deflection of the nasal septum, together with chronic vasomotor enlargements of the lower turbinates, pro duced some rhinolalia clausa. The septum was therefore re sected, without, however, disturbing the vasomotor swelling, which still continues and which will not be disturbed. The patient habitually talked rapidly and with a high pitch, largely in the head register, and with habitual lack of clearness. By persistent effort he now talks usually in the chest register and more slowly and distinctly; and certain minor imperfections of articulation have been corrected. But while the speech is markedly improved, the voice, of course, remains nasal, though less so than formerly. There is no hope of producing movement in the lower part of the soft palate, even with the massage being carried out, owing to the conditions previously mentioned.
The question the speaker wished to raise was in reference to the distance the soft palate had best be built downward in such cases, providing it be operatively possible to stop at any point desired. The downward extension of the palate should be such as not to discourage action of the levator palati muscles, and failing in securing such action, the palate should be only so low as should encourage, so far as possible, the outgoing vocal breath to take the oral route of exit rather than the nasal. This point should be determined with reference to the position of the posterior part of the tongue in the pro duction of those vowels likely with an open palate to be most nasal, particularly as in boot. In these sounds the posterior part of the tongue raises to a median position in the mouth close to the immobile soft palate. If the lower border of the palate lies opposite the position of the arch of the posterior part of the tongue when the above sounds are produced, the air will be directed for the most part into the nose; whereas, if the lower border of the palate ends slightly above the center of this arch, the vocal breath can more readily pass into the mouth ; a too low position of the palate tends, in other words, to produce a funnel-like connection of the laryngopharynx and the oropharynx behind the immobile palate, and a slightly higher position tends to discourage such a tendency. But if the palate as it descends tends quite sharply backwards, the increased length has no disadvantage of this kind.
The roughness of the anterior surface of this palate, due to the building of the new palate and to the remnants of ton sillar crypts which now enter into the new palatal structure, have a pathologic importance. Particles of food and infec tious materials find their way easily into these irregularities, and the patient is, in fact, subject to infections in this region.
The speaker then drew a hypothetical case: If the palate in the accompanying illustration had stopped at a, the tunnel ing into the nasopharynx would have been lessened and the levator palati muscles would take hold more effectively. The palate, a to c, would, however, have less tendency to tunnel ing. Training should aim especially to reduce the distance, a to d, by causing the tongue to be habitually held lower on phonation.
Case of Injured Palate, With Stammering.
The second patient, E. M., a boy of ten years, presented certain questions having reference, on the one hand, to an injured soft palate, and, on the other, to difficulty in nasal breathing with consequent rhinolalia clausa, and also to stam mering. There is no important history in the case until at six years of age he began to stammer. Shortly after this an operation was done on the throat, resulting, the mother states, in reducing the size of the tonsils. The mother says that two years later (that is, two years ago) the throat was operated again, this time for adenoids. She says that two unsuccess ful operations were done without an anesthetic, and then a few days later a third one with general anesthesia. The stam mering was not influenced by these operations. He is under treatment now in the Chicago public schools for his stam mering, and his instructor, Miss Powers, who brings him to Dr. Kenyon, states that he is not responding well to training treatment. He breathes much of the time with his mouth open, and when the mouth is closed he has a nasopharyngeal or nasal noise, indicating obstruction, and is usually restless at night. The ears seem not to be involved at present. Ex amination sho\vs the following: On each side the remnant of the tonsil and both anterior and posterior pillars appear to be adherent into one agglutinated mass. The palate is firmly bound down below, and the distance of the lower border to the posterior wall is not shortened on phonation, although the levator palati take hold well above. The uvula is absent ; a heavy linear scar passes horizontally in the soft palate for an inch on the left side near the lower border, and the lower part of the palate seems drawn over towards the left side. The distance from the immobile lower part of the palate to the posterior wall of the pharynx is about one-half inch. When examined, rhinolalia aperta was absent. Finger exam ination of the nasopharynx shows adenoids to be present sufficient to interfere decidedly with breathing. The nose shows chronic vasomotor swelling of moderate degree.
The first question to be considered had reference to the obtaining of normal breathing by removal of the adenoids. If the adenoids were to be removed, the patient's voice would probably become markedly nasal, exactly as the voice of the operated cleft palate patient is nasal. The adenoids serve for voice purposes the part of the injured palate. The speak er, therefore, advised against operation for adenoids at this time, but should advise conservative nasal cauterization, which he hoped might do away with acuteness of the difficulty in breathing. If this failed, he should advise removal of small bits of the adenoids, working through the nose with a nasal adenoid forcep, guided by the finger in the nasopharynx. The possibility of operation on the soft palate to obtain move ment in the lower part would be considered. If all of this worked out successfully, the patient would always be free from an open nasal voice; in any case, correct voice habits would have been thoroughly established before the nasaling had begun, and thus its effects mitigated.
Concerning the dependence of stammering upon the con dition of the palate or the nasal occlusion: Stammering is dependent fundamentally on psychologic causes. Only where local conditions are capable of producing or increasing these mental disturbances can such local conditions affect the dis order. That adenoids may do so, he is convinced. That such an immobile palate might do so by interfering to a cer tain degree with the confidence of the patient in the handling of his voice is conceivable. But in view of the distinctly sec ondary influence of the adenoids and of the immobile palate on the stammering, and in view of the statements above with reference to rhinolalia aperta, the treatment of the stammer ing should be carried on with unusual care, without local operative measures upon the throat at this time.
DISCUSSION.
DR. CHARI.ES M. ROBERTSON said that a couple of years ago Dr. Beck showed a case of a lady patient in whom he had injected paraffin to build up the posterior wall, and he also had done that in a case. The speech in the first case exhibited by Dr. Kenyon could perhaps be improved considerably if the wall were built up, so that the palate could meet the lump made by the paraffin, especially in the U sounds, in which the palate should strike the pharyngeal wall. The only difficulty in introducing the paraffin is to get it to stick. Nearly all of the cases operated for cleft palate have an inelastic soft palate resulting. If the paraffin slips, you can wait a little while and do it over again, doing half the pharynx at a time, and using the paraffin cold. All you have to look out for is to keep it from going up too high into the nasopharynx.
In the second case, Dr. Robertson could not understand how Dr. Kenyon was going to improve the child's speech by leaving the adenoids. He thought Dr. Kenyon was count ing too much on the adenoid as a foreign body, because it probably would disappear in a couple of years. The child was just about reaching his adolescent period, when the adenoid should atrophy.
DR. JOSEPH C. BECK advised that there are better methods than paraffin in this work. Since using it in the patient re ferred to by Dr. Robertson, he had come to this conclusion. While improved temporarily, the paraffin sagged, and the nasal tone returned. He had operated on a second patient, and instead of using the muscles of the palatopharyngeus, the pillars, so to speak,-he lengthened the palate, according to Gussenbauer's method, first described in 1886, by severing the soft palate from the hard, taking a thin ridge of palatal bone, making the incision transversely and then uniting longitudi nally. Some tension incisions are necessary laterally. That is a far better method than the proposition shown here in the case presented.
DR. MACLAY asked how much was chiseled away. DR. BECK replied, just the edge to get support for the soft palate, so that it would not drop.
DR. ROBERT SONNENSCHEIN said that Eckstein, of Berlin, used paraffin in such cases as those reported. As a matter of fact, if the paraffin is used cold, as suggested by Dr. Rob ertson, you have to use a soft paraffin, which is liable to be displaced iij the tissues, whereas if the hard paraffin of Eck stein were used, the substance would remain in situ.
DR. BECK said that the paraffin he used was Eckstein's paraffin.
DR. KENYON, in answering Dr. Robertson, said that if the adenoids remained in the boy shown, the speech habits would be developed correctly, but if they were taken out speech would be incorrectly developed. He did not think of using paraffin, because by this method the speech would be made too ex cellent.
Herpes Zoster Oticus, With Facial Paralysis.
DR. JOSEPH C. BECK showed a case which he had treated several years ago for peritonsillar abscess, which reappeared at various times. The patient developed a pain in the region of the forehead and along the ear, which kept him awake for several hours of the night, stopping exactly at four o'clock in the morning. Then he developed a slight attack of ton sillitis. The following day he had a similar condition of pain, at precisely the same hour, and stopping at the same hour. On examination, nothing was found about the throat; nothing wrong with the ear or teeth. Closer examination showed a little red spot in the floor of the auditory meatus, externally, which the speaker thought was due to a slight trauma. He told the patient to return the next day, but two or three hours later he called him over the phone and asked him to come and see him, that the water would run out of his mouth when he drank. As soon as Dr. Beck saw the patient he recog nized that he had a complete facial paralysis. The next morn ing he had the beginning of a typical herpes zoster oticus. The next day the whole ear was swollen. This was supposed to be an inflammatory condition. The diagnosis is not at all difficult. One thing he wished the members would speak about in discussion was the etiology. The patient would al ways have a peritonsillar abscess when he had these symptoms of throat trouble, but with this attack he did not have the peritonsillar abscess. Was this peritonsillar abscess possibly an etiologic factor in most of the cases of facial paralysis of the idiopathic-although not stated? The prognosis in all reported cases has been excellent. This patient had also audi tory nerve symptoms. He had slight dizziness, which per sisted. The treatment consisted of galvanism and tonic treat ment. The patient was recovering function and reacting very nicely to the treatment.
The next case was one of a young lady, who was referred to the speaker three weeks before by a doctor in Rochester, New York, with a history of having had a great number of nasal operations performed-the patient said twenty-five-for headache and profuse nasal discharge. This discharge is of a mucous character, with considerable fibrin pus. Culture shows pneumococci. In spite of treatment, it continued. The an-trum was punctured, washed out, and a cast came through the antral opening, which was perfectly round in shape. There jvas no pus-just a fibrinous exudate. The principal symp tom is intense headache. There is a drawing back of the head. Vaccines have not helped at all, and, in fact, no treat ment seems to be of avail. Consultation with neurologists confirmed Dr. Beck in his opinion, but he would not say any thing definite about that until he had had Dr. Grinker's opin ion in discussion regarding the diagnosis. Personally, he could say nothing about the etiology of the case. The patient is unable to breathe through the nose, and cannot blow the nose-still there is a space between the palate and the pos terior wall of the pharynx, and the nares are patent.
DR. O. J. STEIN inquired whether the discharge continued while the patient was asleep, to which Dr. Beck replied that it was less during sleep. Bromids did not seem to affect the headache at all. The X-ray picture of her sinuses showed them to be affected, either postoperative or by the process.
The next patient was one of typical Froehlich's syndrome of hypopituitarism, enlargement of the anterior lobe of the hypophysis. The patient had the cardinal symptoms of loss of the hair on the body, and excessive fat over the body. Sexual function was lost. There was complete blindness of the right eye, and half blindness or lateral hemianopsia in the left eye. There was no headache, and no pain. The case had been gone over thoroughly from every point, and the diagnosis was not difficult. The reason for showing the pa tient was to speak of the operation, which had been described by him on previous occasions, and performed quite a number of times on the cadaver. By this method the hypophysis was reached through the antrum, following the Jansen method of opening the sphenoid by way of the antrum, through the pos terior ethmoid and sphenoid, which is very easy in the normal case, where infection is not present. The sella then can be reached very easily. (Demonstration of two heads in which this operation had been performed.) The patient shown was operated upon three weeks ago under scorx>lamin-morphin anesthesia. He was given a few whiffs of ether when chisel ing into the bone. The operation was perfectly easy, and its principal advantage was the fact that the operator could see the structures he was going through. (Dr. Beck then showed illustrations of the different steps of the operation.) The X-ray in this case showed a very large sella turcica, and the stereoscopic picture was particularly valuable. The patient experienced very severe pain after the operation, of a neu ralgic character, which necessitated keeping him under opiates. The enlargement of the gland was due to a cyst.
The point for consideration was: It was a cyst-will it recur? If so, there is a possibility of it causing pressure symp toms. The reason for operation was to conserve the little vision remaining.
DR. ROBERTSON asked if there was any pus present? DR. BECK answered that there was none-the case was nor mal in that respect. ' The next patient, a young girl, was one of a family of otosclerotics. Her principal complaint was severe pain in the front of the head and along the neck, with gradual develop ment of symptoms of left-sided paralysis of the larynx, tongue, palate and shoulder-that is, of the ninth, tenth, eleventh and twelfth nerves. Besides that, one portion of the trifacial was also affected. She gave a history of having had tubercular glands when very young. The X-ray showed a calcareous gland in the neck. There is also a spontaneous nystagmus to both sides, slightly rotary. The case was diagnosed by one neurologist as a multiple sclerosis. The speaker made a diag nosis of pressure on these nerves from this latent tuberculosis, which diagnosis was concurred in by another neurologist. Canfield, who saw the case, said it was an intracranial prop osition. Operation was performed by the speaker, when he dissected the nerves, and surrounded them with Cargile mem brane. She is recovering the function of the tongue and the atrophy is disappearing. The larynx is beginning to move. The pains have disappeared ; she is able to move the shoulder again, and the palate is also markedly improving. It was a case of pressure on the nerves by an old calcareous tubercu losis, lit up by a fresh attack. Reaction to tuberculin was absolutely negative a number of times.
DR. JULIUS GRINKER, by invitation, said, with reference to the case of herpes zoster, that the explanation of its causation by a peritonsillar abscess because it began in the same way as the peritonsillar abscess appeared to him somewhat far fetched. Since Hunt's masterly description of this type of zoster we know of its existence as one kind of zoster, but not as having a specific etiology. To say that a patient develops an otitic zoster, although entitled to a peritonsillar abscess, would be equivalent to a belief in some sort of compensatory function of zoster-which is improbable.
Dr. Beck's second case, the girl with the profuse serous discharge from the nose, he believed to be one of hysteria. Instead of the mucous colitis of hysteria and neurastheniaa well-known phenomenon-we have the unusual symptom of hysterical rhinorrhea.
Referring to the case with multiple nerve lesions, the relief obtained by Dr. Beck's operation of removal of glands in the immediate vicinity of the nerves, proves his diagnosis of pressure neuritis, and admonishes one always to search for some tangible and removable cause in peripheral neuritis, especially if confined to one side.
The case of hypophyseal disease of the Froehlich type was interesting from the diagnostic viewpoint, but more so because Dr. Beck had discovered a new route to the hypophyseal re gion. Though easily reached by Dr. Beck-being at home in those parts-he thought there was quite a distance to travel. This route in certain cases seemed to him preferable to the one followed by McArthur and Frazier, whose operation by comparison must be considered formidable and not devoid of the usual dangers accompanying cranial operations. DR. R. H. BROWN, regarding the second case, asked as to whether, in examining the nose, there was any marked tur gescence present : These hysteric cases remind one very much of cases of diabetes insipidus, where there is a perfect flood of blood to a certain part (which did not show locally on examination), and he was interested in knowing whether, in a part like the nose, which could be examined, this local con gestion showed.
DR. H. W. LOEB, of St. Louis, spoke about the case of paralysis, which he had had the opportunity to see before, during and after operation. Dr. Beck said that she had a nystagmus to both sides, but he had a distinct recollection that the nystagmus was to the opposite side. It was on that basis that Dr. Canfield thought that the case was intracranial, and for that reason the speaker agreed with him. Dr. Beck had insisted on the condition being one of pressure in that region, and the speaker simply rose to state that Dr. Beck's view was correct, and the rest of the men who saw the case were wrong. DR. CHARLES M. ROBERTSON referred to the hyperpituitary case. If this had been a tumor of the hypophysis, the young man probably would not have had the happy result seen at the present time. Dr. Robertson had reported a case to the society two or three years ago-when Dr. Pierce had a case-upon whom he operated by this route. It is a very simple operation, and the only thing to contend with is the sphenomaxillary artery. Dr. Robertson's was a cyst case, and recurred after the pituitary body was relieved of the pressure, but the cyst came down into the nose and was removed with the dura until the healthy dura was found by section afterwards. The man is still well, showing that these cases do get well of cysts under the pituitary body. Cases of tumor he would pass on to the sur geon, but in cysts he thinks that they belong to the field of the laryngologist and otologist, and this method is the shortest, safest and easiest route to the pituitary.
DR. BECK, in closing the discussion, wanted to take issue with Dr. Grinker. We do not have to have an abscess in order to have an infection.
Regarding the little girl, he showed her in order to have some of the members and guests express their opinions as to the question of hysteria. That was his diagnosis. The sim ilarity between a mucous colitis or an excessive quantity of urine in a hysteric patient and the condition present in the young girl shown was the very point he had wished to have brought out.
Answering Dr. Brown's question, there was no turgescence present in this case. This brought him to a point made by Dr. Grinker as to the posterior lobe. He believes it is con sidered that diabetes insipidus is the symptom present when the posterior and middle lobes are involved, and that the an terior lobe involvement only produces the Froehlich syndrome.
DR. GRINKER said that involvement of the anterior lobe produces acromegaly.
DR. BECK said Dr. Loeb was wrong in the point of uni lateral nystagmus. The patient now has bilateral nystagmus. Canfield said it was intracranial because it was slightly rotary.
Regarding the young man, it was, of course, a case of either tumor or cyst-it made no difference. He would rather it had been a tumor, because a cyst has more likelihood of re curring than a tumor.
